INTRODUCTION {#sec1-1}
============

Young people can have mental, emotional, and behavioral problems that are real, painful, and expensive. These disorders are a source of stress for adolescent as well as his family, school, community, and larger society in the short and long term.\[[@ref1][@ref2]\]

Mental health problems for adolescents refer to the range of all diagnosable emotional, behavioral, and mental disorders. They include depression, anxiety, adjustment, conduct, eating disorders, and others.\[[@ref3]--[@ref5]\]

This group (adolescent) is most vulnerable to psychological disturbances, and their risk of psychiatric ill health is higher than that of any other easily identified group in our society and studies have consistently shown a high incidence of emotional and behavioral problems at such an age.\[[@ref1][@ref2][@ref4][@ref6]\]

The period of life between 10 and 19 years of age --- which is the definition of the adolescence period by the Worl Health Organization (WHO) --- is one of rapid biological, psychological, and social developmental transitions, associated with a need for independence, autonomy, identity formation, and privacy expectations, also there is an increased concern of peer acceptance and relationship, loneliness and shyness, more attention to medical issues like menstrual disorders, short stature, acne, body image, and weight disorders. During this period there is an increased morbidity in mental health problems, and compared to childhood there is an increased rate of depression, with more suicides and para-suicides among young people.\[[@ref1][@ref2]\]

The reported prevalence of mental or psychiatric disorders among adolescents, vary from study to study and from place to place. In western countries, the prevalence of mental health problems among adolescents has been reported to be between 2 and 56%.\[[@ref1][@ref7]--[@ref9]\] In Arab countries the studies in this age group are limited, one study done in United Arab Emirates estimate that 24% of the children and adolescents are suffering from emotional and behavioral problems.\[[@ref10]\]

The aim of this study is to study the prevalence of mental disorders in high school students. Having this information for this particular age group is important to influence policy and planning for better mental health care development, service, and even prevention.

MATERIALS AND METHODS {#sec1-2}
=====================

This is a cross-sectional study, investigating the prevalence of mental disorders in third year level high school students (twelfth grade), in National Guard Housing (Iskan city), in Kashmalaan (a suburb of Riyadh). The study was done during the first week of January 2003.

The study population was made up of all the twelfth grade high school male and female students, their total number was 785 students distributed in four schools, two male schools (302 students) and two female schools (483 students).

The study population had several unique characteristics: The responsible person or the guardian in the family (father or others) was a soldier in the National Guard; all lived in the same catchment area, with similar houses and an almost similar family income, also all the families were relatively recently settled tribal families, with low parental educational level. The sample size calculated was: 365 students.

The subjects were selected from the four schools according to their proportion, then from each school, by systematic random sampling from the alphabetical students list in these schools.

The data was collected by using the General Health Questionnaire (GHQ), which was a self-administered screening instrument, designed to detect the current diagnosable psychiatric disorders. It was used in the surveys and clinical settings to identify the potential cases, leaving the task of diagnosing the actual disorders to a psychiatric interview.\[[@ref4][@ref11]\]

The GHQ-28 item version was introduced incorporating the four subscales of somatic, anxiety, social dysfunctions, and severe depressive symptoms.\[[@ref4]\] See [Table 1](#T1){ref-type="table"} for information about subscales.

###### 

Subscales of GHQ and some of their characteristics

![](JFCM-19-47-g001)

Compared to other versions of the GHQ-short versions; 12 and 30 --- the 28 item version was found to be the best in sensitivity (100%), specificity (81.9%), and overall misclassification rate (17.5%), when used in the 4 / 5 caseness threshold score.\[[@ref4]\]

The GHQ-28 was translated to Arabic and validated in the King Khaled University Hospital in Riyadh.\[[@ref12]\]

Each questionnaire consisted of two sections: (1) Information about the sociodemographic characteristics and (2) the GHQ-28 described earlier.

RESULTS {#sec1-3}
=======

The response rate was 97% of the sample size (354 students out of 365).

The numbers of females were more than males (61% females and 39% males) \[[Table 2](#T2){ref-type="table"}\].

###### 

Sample characteristics

![](JFCM-19-47-g002)

The age of the students ranged between 17 and 24 years, 65% of the sample was aged between 17 and 18 and 27.4% between 19 and 20 years -- mean age was 18.3 (SD ± 1.07).

The family size (number of family members including father, mother, and siblings living in the same house) of the participants was high; 10 to 12 persons 42.1% and seven to nine persons 38.7% --- with a mean of 10.08 (SD ± 2.33) and a maximum of 21 and minimum of 4. The mean of the participants birth order (between the siblings) was 3 (SD ± 1.39), with 17.2% of the students' fathers having more than one wife (polygamous family). Their school performance was assessed by two questions; the first was about their grade when they passed last year, the second, if they had failed during high school; about 80% were good and very good and only 13.8% failed during high school. Finally about 7% of the participants were cigarette smokers and 92% of those were males.

The overall prevalence of psychiatric disorders was 48% (41% in males and 51% in females).

Regarding the severity of psychiatric disorders (mild score 5 -- 8, moderate score 9 -- 12, severe score \> 12) 52% of cases were mild, 30% moderate, and 18% severe. The highest scoring in both genders was on the psychosocial subsection than on the anxiety subsection, followed by somatic subsection, and finally depression subsections.

[Table 3](#T3){ref-type="table"} shows that females have more psychiatric disorders than males (51 and 41%, respectively) however, this difference was marginally statistically significant (*P* = 0.064). Interestingly there was significant difference between the two genders in the severity of psychiatric disorders (*P* = 0.017), females psychiatric disorders being more severe than males, but there were no significant differences in the subscale scoring between the two genders, except in the social dysfunction scale (*P* = 0.026), again females were more than males.

###### 

The relation between psychiatric disorder and some variables

![](JFCM-19-47-g003)

Students aged 21 years and above had the highest prevalence rate of psychiatric disorders, 86%, but with other age groups the overall relation between the age and psychiatric disorders was marginally statistically significant (*P* value = 0.057).

There was a statistically significant (*P* = 0.021) relation between school grade and cases, especially in excellent students, where psychiatric disorders were only 31% in this group. However, the relation between school failure (repeating grade12) and the cases were not statistically significant (*P* = 0.389).

Our result did not find a statistically significant relation between the cases and the family size, birth order, and father having more than one wife.

Finally our study shows a trend of a higher rate of smoking among those with psychiatric disorders, although this relation was again marginally statistically significant (*P* = 0.060).

DISCUSSION {#sec1-4}
==========

Numerous studies have been conducted on the prevalence of psychiatric disorders in adolescents worldwide. Findings often revealed a very wide range of prevalence rates among these studies, for example Robert and Attkison, after reviewing 52 studies, reported a prevalence rate ranging from 1 to 51%.\[[@ref13]\]

This very wide prevalence rate was due to many factors, mainly the difference in case definition, methodology, and how the information was obtained (self-reported questionnaire, information from parents or teachers, by interview or others). Usually studies based on self-reported questionnaires, which depended mainly on symptoms rather than psychiatric diagnosis, resulted in a higher prevalence rate than others.\[[@ref2][@ref14][@ref15]\]

In our study we used a self-reported questionnaire (GHQ-28), which might have contributed to the overall high prevalence rate (48% in this age group).

This result was close to the results of other studies, which used the same tool. Winefield and Goldney reported a case prevalence rate of 40%,\[[@ref16]\] Barodman\[[@ref17]\] found a prevalence of 43% (both used GHQ-28), and Mc Pherson and Hall found a 48% prevalence rate (used GHQ-12).\[[@ref18]\] Okash A, reported 51.7% psychiatric morbidity among Egyptian adolescents.\[[@ref19]\] In Sudan Younis described a prevalence of up to 29% in children in the primary care setting.\[[@ref20]\]

There are many other methods for diagnosing psychological disorders, for example, the CPS-depression scale, but this scale is used only for depression, Camacho *et.al*., found that the prevalence of major depression (only major depression) among adolescents was 11.5%.\[[@ref21]\]

The other possible reasons for the high prevalence rate in our study were, first; the sociodemographic characteristics of this population. Being settled tribal families, they had gone through tremendous cultural and social changes within a relatively short period of time, and the urbanization was associated with increased psychiatric disorder rates.\[[@ref22]\] The large family size and low educational level of the parents were associated with increased psychiatric disorder rates.\[[@ref8][@ref23]\] Second, this study was done on a specific group of adolescents (those in the final year of high school), which is a critical period in a student\'s life -- a lot of stress to get a high degree in school added to this. The study was carried out few weeks prior to the midterm examinations, which could have been a factor contributing to added stress and probably resulting in a higher prevalence.

Previous studies showed that older adolescents had higher psychiatric disorder rates,\[[@ref8]\] and that was the case in our study too, although it was not statistically significant.

Our results supported the previous studies that females had higher psychiatric disorder rates than males\[[@ref11][@ref14]\] (female 51% versus males 41%), also the severity of psychiatric disorders was significantly (*P* = 0.017) higher in females than males, which supported the results of other studies.\[[@ref8]\]

Regarding family size, polygamous family, and birth order, they all failed to show a statistically significant relationship between the rates of psychiatric disorders in the adolescent, however, Panyayong demonstrates that one of the factors that is significantly associated with psychiatric disorders is family size with more than four children.\[[@ref23]\]

When it came to academic performance, our results showed a significant relationship between the degree of school performance and rate of psychiatric disorders (*P* = 0.021); students with high degrees (excellent) had the lowest rate of psychiatric disorders, this might be because high degree students were mentally more stable and had more self-confidence than the others. Fleming, Offord, and Boyle and other studies have also described a considerable relationship between mental health and school performance.\[[@ref24]\] Surprisingly there was no significant association between the rate of psychiatric disorders and school failure, although students aged 21 -- 24 years (likely frequent failures) were found to have a high rate of psychiatric disorders --- only 4% of the sample size with 86% rate of psychiatric disorders --- which might question the reliability of answering this variable (failure is a sensitive issue and admitting it may be difficult, especially when answering a self-reported questionnaire).

Many studies confirmed the association between psychiatric disorders and smoking;\[[@ref8][@ref24][@ref25]\] our study showed a high prevalence rate of psychiatric disorders within smokers, but this association was marginally statistically significant. This was probably due to the fact that the questionnaires were filled inside the school; this might have prevented some students from answering the part on smoking openly.

Although the sample size was appropriate for the school population it was relatively small and might be the reason for the failure of illustrating the relationship between psychiatric disorders and some of the variables studied. Another limitation was that in this study we used GHQ-28, which was a self-reported questionnaire that depended on symptoms rather than specific psychiatric diagnosis for case detection, which might have overestimated the prevalence of psychiatric disorders. Finally, the narrow age range and academic level of the study sample might limit the generalization of the results of the adolescents' age group.

CONCLUSION {#sec1-5}
==========

The overall prevalence of psychiatric disorders in high school students using GHQ-28 was 48%, and was more in females (51%) than males (41%). Females showed significantly more severe disorders than males (*P* = 0.017), and students with a high degree showed a significantly lower rate of mental disorders than others (*P* = 0.021). However, this study showed no clear association between psychiatric disorders and other social variables (family size, polygamous family, and birth order) or smoking.
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